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ﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴﺪ  ﺍﻭﻟﻴﻪ، ﻫﻴﭙﺮﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴﺪﻳﺴﻢ :ﻫﺎﻱ ﻛﻠﻴﺪﻱ ﺍﮊﻩﻭ
  و ﻫﺪف ﻪزﻣﻴﻨ
ﻫﺎي ﭘﺎراﺗﻴﺮوﺋﻴﺪ ﺑﻄﻮر ﻛﻠﻲ ﺗﻨﻈﻴﻢ ﻏﻠﻈﺖ ﻛﻠﺴﻴﻢ ﺧـﺎرج  ﻏﺪه
ﻏـﺪه ﭘﺎراﺗﻴﺮوﺋﻴـﺪ در ﺧﻠـﻒ  4اﻏﻠـﺐ  .ﺳﻠﻮﻟﻲ را ﺑﻪ ﻋﻬﺪه دارﻧﺪ
ﺑﺎﻋـﺚ ﺗﻮﻟﻴـﺪ  ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴﻢ اوﻟﻴـﻪ  .ﺗﻴﺮوﺋﻴﺪ وﺟﻮد دارﻧﺪ
ﻛﻪ ﻣﻮﺟﺐ ﻫﻮﻣﻮﺳـﺘﺎز  ﻣﻲ ﺷﻮد ﻣﻮنﺑﻴﺶ از ﺣﺪ ﻫﻮرﻣﻮن ﭘﺎراﺗﻮر
 :ﭼﻜﻴﺪﻩ
ﻪ ﺑ ﻌﻪـﺗﻮﺳ ﺣﺎﻝ ﺩﺭ ﮐﺸﻮﺭﻫﺎﻱ ﺩﺭ ﺑﻴﻤﺎﺭﻱ ﺍﻳﻦ .ﺷﻮﺩ ﺮ ﺩﻳﺪﻩ ﻣﻲـﻫﺎ ﺑﻴﺸﺘ ﺎﹰ ﺷﺎﻳﻌﻲ ﺍﺳﺖ ﮐﻪ ﺩﺭ ﺧﺎﻧﻢـﺍﻭﻟﻴﻪ ﺑﻴﻤﺎﺭﻱ ﻧﺴﺒﺘ ﻢـﺮﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴﺪﻳﺴـﻫﻴﭙ :ﻭ ﻫﺪﻑ ﻪﻴﻨﻣﺯ
ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺳﻌﯽ ﺷﺪﻩ ﺍﺳﺖ،  .ﺷﻮﺩ ﺻﻮﺭﺕ ﺑﺪﻭﻥ ﻋﻼﻣﺖ ﺷﻨﺎﺧﺘﻪ ﻭ ﺩﺭﻣﺎﻥ ﻣﻲﻪ ﺐ ﺑـﺍﻏﻠ ﺮﻱ ﻓﻌﺎﻟﻲ ﺩﺍﺭﻧﺪ،ـﻢ ﻏﺮﺑﺎﻟﮕـﮐﺸﻮﺭﻫﺎﻳﻲ ﮐﻪ ﺳﻴﺴﺘ ﺩﺭ ﻭ ﺩﺍﺭ ﻋﻼﻣﺖ ﺻﻮﺭﺕ
  .ﻫﺎ ﺑﻴﺎﻥ ﺷﻮﺩﻓﺮﺍﻭﺍﻧﯽ ﺍﻧﻮﺍﻉ ﺗﻈﺎﻫﺮﺍﺕ ﺑﺎﻟﻴﻨﯽ ﺍﻳﻦ ﺑﻴﻤﺎﺭﯼ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥ ﻣﻮﺭﺩ ﻣﻄﺎﻟﻌﻪ، ﺑﺮﺭﺳﯽ ﺷﺪﻩ ﻭ ﺗﻔﺎﻭﺕ ﻫﺎﯼ ﻣﻮﺟﻮﺩ ﺑﺎ ﻣﻄﺎﻟﻌﺎﺕ ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺩﺭ ﺩﻳﮕﺮ ﮐﺸﻮﺭ
ﻗﺮﺍﺭ  ﮐﺘﻮﻣﻲﺪﻴﺮﻭﺋﻴﭘﺎﺭﺍﺗ ﺟﺮﺍﺣﻲ ﺗﺤﺖ ﻋﻤﻞ (۹۶۳۱- ۹۸۳۱) ﺳﺎﻝ ﺍﺧﻴﺮ ۰۲ﺩﺭ  ﮐﻪ ﻲﺑﻴﻤﺎﺭﺍﻧ ﻫﺎﻱ ، ﭘﺮﻭﻧﺪﻩﻧﮕﺮ ﮔﺬﺷﺘﻪ ﻪ ﺗﻮﺻﻴﻔﻲﻣﻄﺎﻟﻌﺩﺭ ﺍﻳﻦ : ﻫﺎ ﻣﻮﺍﺩ ﻭ ﺭﻭﺵ
 ﺩﺭﻲ ﺟﺮﺍﺣ ﻋﻤﻞ ﺍﺯ ﺑﻌﺪ ﻋﻮﺍﺭﺽ ﻭﻲ ﺟﺮﺍﺣ ﺭﻭﺵ ﻭ ﺁﺩﻧﻮﻡ ﻣﺤﻞ ﺺﻴﺗﺸﺨ ﺟﻬﺖﻱ ﺮﺑﺮﺩﺍﺭﻳﺗﺼﻮ ﺭﻭﺵ ،ﻲﻨﻴﺑﺎﻟ ﻢﻳﻋﻼ ﺟﻨﺲ، ﺳﭙﺲ، ﻭ ﺁﻭﺭﻱ ﺷﺪ ، ﺟﻤﻊﮔﺮﻓﺘﻪ ﺑﻮﺩﻧﺪ
 ﺧﻼﺻﻪ ﻧﻤﻮﺩﺍﺭﻫﺎ ﻭ ﺟﺪﺍﻭﻝ ﻗﺎﻟﺐ ﺩﺭ ﻭ ﺎﻓﺘﻪﻳ ﻧﺘﻘﺎﻝﺍ SSPS ﺍﻓﺰﺍﺭ ﻧﺮﻡ ﺑﻪ ﻫﺎ ﺩﺍﺩﻩ ﻭ ﺷﺪﻩ ﺍﺳﺘﺨﺮﺍﺝ ﻤﺎﺭﺍﻥﻴﺑ ﭘﺮﻭﻧﺪﻩ ﺍﺯ ﺧﺎﻡ ﺍﻃﻼﻋﺎﺕ .ﺷﺪ ﺳﺘﺨﺮﺍﺝﺍ ﻤﺎﺭﺍﻥﻴﺑ ﺍﺯ ﮏﻳ ﻫﺮ ﻣﻮﺭﺩ
  .ﺪﻳﮔﺮﺩ 
ﺑﻴﻤﺎﺭﺍﻥ ﺑﺪﻭﻥ ﻋﻼﻳﻢ  ﮐﺪﺍﻡ ﺍﺯ ﻫﻴﭻ .ﺳﺎﻝ ﺑﻮﺩﻩ ﺍﺳﺖ ۷۴/۴±۲۱/۱۱ ﺍﻧﺪ ﻭ ﻣﻴﺎﻧﮕﻴﻦ ﺳﻨﻲ ﺑﻴﻤﺎﺭﺍﻥ ﺯﻥ ﺑﻮﺩﻩ( ﻧﻔﺮ ۱۶% )۲۸ﺑﻴﻤﺎﺭ ﺑﺮﺭﺳﻲ ﺷﺪﻩ،  ۴۷ﺍﺯ ﻣﻴﺎﻥ  :ﻫﺎ ﻳﺎﻓﺘﻪ
ﺩﺭ ﺣﺎﻟﻴﮑﻪ  ﺍﻧﺪ، ﺁﺩﻧﻮﻡ ﺩﺍﺷﺘﻪ( ﻧﻔﺮ ۷۵) ﻴﻤﺎﺭﺍﻥﺑ %۷۷ .ﻣﺸﺎﻫﺪﻩ ﺷﺪﻩ ﺍﺳﺖ( ﻧﻔﺮ ۴۳)ﺑﻴﻤﺎﺭﺍﻥ % ۵۴ﻭ ﻋﻼﻳﻢ ﮐﻠﻴﻮﻱ ﺩﺭ ( ﻧﻔﺮ ۶۴% )۲۶ﺍﻧﺪ ﻭ ﻋﻼﻳﻢ ﺍﺳﺘﺨﻮﺍﻧﻲ ﺩﺭ  ﺑﺎﻟﻴﻨﻲ ﻧﺒﻮﺩﻩ
  .ﺍﻧﺪ ﻧﻴﺰ ﺁﺩﻧﻮﻡ ﺩﻭﺑﻞ ﺩﺍﺷﺘﻪ( ﻧﻔﺮ ۳)ﺑﻴﻤﺎﺭﺍﻥ % ۴ .ﺍﺷﺖﺑﻴﻤﺎﺭﺍﻥ ﻭﺟﻮﺩ ﺩ( ﻧﻔﺮ ۵% )۶/۷ ﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴﺪ ﺩﺭ ﻃﺎﻥﻭ ﺳﺮ( ﻧﻔﺮ ۹% )۲۱ﻫﻴﭙﺮﭘﻼﺯﻱ ﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴﺪ 
ﺍﻳﻦ  .ﮐﻨﺪ ﺩﺭ ﺍﻳﺮﺍﻥ ﻳﮏ ﺍﺧﺘﻼﻝ ﺳﻤﭙﺘﻮﻣﺎﺗﻴﮏ ﺍﺳﺖ ﮐﻪ ﺑﺎ ﺍﺧﺘﻼﻻﺕ ﮐﻠﻴﻮﻱ ﻭ ﻣﻮﺳﮑﻮﻟﻮﺍﺳﮑﻠﺘﺎﻝ ﺗﻈﺎﻫﺮ ﭘﻴﺪﺍ ﻣﻲ ﻪﻴﺍﻭﻟ ﺴﻢﻳﺪﻴﺮﻭﺋﻴﭙﺮﭘﺎﺭﺍﺗﻴﻫ ﺑﻴﻤﺎﺭﻱ :ﺮﻱـﮔﻴ ﻧﺘﻴﺠﻪ
ﺗﺮﻱ ﻧﻤﺎﻳﺎﻥ  ﮐﻤﺎﮐﺎﻥ ﺍﺯ ﮐﺸﻮﺭﻫﺎﻱ ﻏﺮﺑﻲ ﺩﺭ ﺳﻨﻴﻦ ﭘﺎﻳﻴﻦ ،ﺍﻓﺰﺍﻳﺶ ﻳﺎﻓﺘﻪ ﺍﺳﺖﺍﻳﻦ ﺑﻴﻤﺎﺭﻱ ﺗﻬﺮﺍﻥ ﺑﻪ ﺗﺪﺭﻳﺞ ﺳﻦ ﺍﺑﺘﻼﻱ ﻫﺎﻱ ﮔﺬﺷﺘﻪ ﺩﺭ  ﺑﻴﻤﺎﺭﻱ ﺑﺎ ﻭﺟﻮﺩ ﺍﻳﻨﮑﻪ ﺩﺭ ﺩﻫﻪ
   .ﺷﻮﺩ ﻣﻲ
  ۰۹۳۱، ﺳﺎﻝ ۳، ﺷﻤﺎﺭﻩ ۹۱ﻧﺸﺮﻳﻪ ﺟﺮﺍﺣﻲ ﺍﻳﺮﺍﻥ، ﺩﻭﺭﻩ 
اﺗﻴﻮﻟﻮژي ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴﻢ اوﻟﻴﻪ  .دﮔﺮد ﻏﻴﺮﻃﺒﻴﻌﻲ ﻛﻠﺴﻴﻢ ﻣﻲ
ﻣﺎﻧﻨﺪ ﺳـﺎﺑﻘﻪ  ﺗﻨﻬﺎ در ﺗﻌﺪاد ﻛﻤﻲ از ﺑﻴﻤﺎران ﻗﺎﺑﻞ ﺷﻨﺎﺳﺎﻳﻲ اﺳﺖ،
 رادﻳﺎﺳﻴﻮن و ﺳـﺎﺑﻘﻪ اﺧـﺘﻼﻻت ﻧـﺎدر ژﻧﺘﻴﻜـﻲ ﻣﺎﻧﻨـﺪ ﺳـﻨﺪرم 
ﻫ ــﺎي  ﮔ ــﺰارش .NEM )aisalpoeN enircodnE elpitluM(
ارﺗﺒـ ــﺎط ﻳـ ــﺪ رادﻳﻮاﻛﺘﻴـ ــﻮ و ﺑـ ــﺮوز ﻣﺘﻌـ ــﺪدي درﺑـ ــﺎره 
  1.ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴﻢ اوﻟﻴﻪ وﺟﻮد دارﻧﺪ
ﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴﻢ اوﻟﻴـﻪ را ـﻣـﻮارد ﻫﻴﭙ  ـ% 98آدﻧﻮم ﻣﻨﻔﺮد 
ﺑﻴﻤـﺎران ﻓـﻮق ﻳﺎﻓـﺖ % 5ﺷﻮد و آدﻧـﻮم دو ﻃﺮﻓـﻪ در  ﺷﺎﻣﻞ ﻣﻲ
ﻫـﺎي اﺻـﻠﻲ  ﻮلـﻮارد آدﻧﻮم ﺣﺎوي ﺳﻠ  ــﺐ ﻣـدر اﻏﻠ 3و2.ﺷﻮد ﻣﻲ
ﺪ و در ـﺑﺎﺷﻨ  ـﺴـﻮل ﻣـﻲ اﻏﻠﺐ ﺣﺎوي ﻛﭙ ﻮرﻫﺎ،ـاﻳﻦ ﺗﻮﻣ .ﺑﺎﺷﺪ ﻣﻲ
ﺑﺮﺧـﻲ از  .اﻧﺪ ﺮوﺋﻴﺪ اﺣﺎﻃﻪ ﺷﺪهـﻣﻮارد ﺑﺎ ﺑﺎﻓﺖ ﻧﺮﻣﺎل ﭘﺎراﺗﻴ% 05
ﻳﻨـﺪ و آﻚ ﺑﻮﺟﻮد ﻣـﻲ ـﻓﻴﻠﻴ ﻫﺎي اﻛﺴﻲ ﻮلـﻫﺎ از ﺗﺠﻤﻊ ﺳﻠ آدﻧﻮم
ﻲ ﺑﺰرﮔﺘـﺮ ﺻـﻠ ﻫـﺎي ا  ﻮلـﻫﺎي ﺳﻠ ﻮمـﻫﺎ اﻏﻠﺐ از آدﻧ ﻮمـاﻳﻦ آدﻧ
  .ﺑﺎﺷﻨﺪ ﻣﻲ
از ﻣ ــﻮارد % 6ﻫﻴﭙ ــﺮﭘﻼزي ﻏ ــﺪد ﭘﺎراﺗﻴﺮوﺋﻴ ــﺪ در ﺣ ــﺪود 
در اﻳﻦ ﻣﻮارد ﺗﻤﺎم  3.ﺷﻮد وﺋﻴﺪﻳﺴﻢ اوﻟﻴﻪ را ﺷﺎﻣﻞ ﻣﻲﻫﻴﭙﺮﭘﺎراﺗﻴﺮ
ﺷﻮد و ﺑﻄﻮر واﺿﺢ ﻏﺪد ﺗﺤﺘﺎﻧﻲ ﻧﺴﺒﺖ ﺑﻪ ﻏـﺪد  ﻏﺪه ﺑﺰرگ ﻣﻲ 4
  .ﺷﻮﻧﺪ ﻓﻮﻗﺎﻧﻲ ﺑﺰرﮔﺘﺮ ﻣﻲ
از ﻣﻮارد ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴﻢ را % 2ﺗﺎ  1ﭘﺎراﺗﻴﺮوﺋﻴﺪ  ﻃﺎنﺳﺮ
ﺑﺎ وﺟﻮد ﺣﺪاﻗﻞ ﻳﻜﻲ از ﻣـﻮارد  ﻃﺎنﺳﺮﺗﺸﺨﻴﺺ  .ﺷﻮد ﺷﺎﻣﻞ ﻣﻲ
ﻣﺘﺎﺳﺘﺎز ﺑـﻪ  ﻫﺎي اﻃﺮاف، ﻟﻮﻛﺎل ﺑﻪ ﺑﺎﻓﺖ ﺗﻬﺎﺟﻢ: دﺷﻮ ﻣﻲ داده ذﻳﻞ
در ﺻﻮرﺗﻲ ﻛـﻪ ﺷـﻮاﻫﺪ  .ﻫﺎي ﻟﻨﻔﺎوي و ﻳﺎ ﻣﺘﺎﺳﺘﺎز دوردﺳﺖ ﮔﺮه
ﻣﻄﺎﻟﻌﻪ ﭘﺎﺗﻮﻟﻮژﻳﻚ ﺑﺎ ﺷﻨﺎﺳﺎﻳﻲ ﻓﻴﺒﺮوز  ﻓﻮق وﺟﻮد ﻧﺪاﺷﺘﻪ ﺑﺎﺷﻨﺪ،
ﺗﻬﺎﺟﻢ ﻋﺮوﻗﻲ و ﻳﺎ ﺗﻬـﺎﺟﻢ ﺑـﻪ ﻛﭙﺴـﻮل  ﻣﻴﺰان ﻣﻴﺘﻮز، ﺗﺮاﺑﻜﻮﻻ،
  .ﻣﻘﺪور ﺧﻮاﻫﺪ ﺑﻮد
وﻟﻴـﻪ ﻫﻴﭙﺮﻛﻠﺴـﻤﻲ ﺷﺎﻳﻌﺘﺮﻳﻦ ﺗﻈﺎﻫﺮ ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴﻢ ا
ﺑﺪون ﻋﻼﻣﺖ اﺳﺖ ﻛـﻪ در ﻣﻄﺎﻟﻌـﺎت روﺗـﻴﻦ ﺑﻴﻮﺷـﻴﻤﻲ ﺟﻬـﺖ 
ﻫـﺎي ژﺋﻮﮔﺮاﻓﻴـﻚ در ﺗﻈـﺎﻫﺮات  ﺗﻔﺎوت .ﺷﻮد ﻏﺮﺑﺎﻟﮕﺮي ﻳﺎﻓﺖ ﻣﻲ
ﺑﺎﻟﻴﻨﻲ ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴﻢ اوﻟﻴﻪ ﻗﺎﺑﻞ ﺗﻮﺻﻴﻒ اﺳﺖ ﻛﻪ ﺣـﺪاﻗﻞ 
در  7-5.ﺗﻮاﻧﺪ ﺑﺎﺷﺪ ﻣﻲ Dﺗﺎ ﺣﺪودي ﻣﺮﺑﻮط ﺑﻪ ﻛﻤﺒﻮدﻫﺎي وﻳﺘﺎﻣﻴﻦ 
 ﻴﻮع ﺑﻴﺸ ــﺘﺮي دارد،ﺷ ــ Dﺟ ــﻮاﻣﻌﻲ ﻛ ــﻪ ﻛﻤﺒ ــﻮد وﻳﺘ ــﺎﻣﻴﻦ 
ﻫﺎي اﺳﺘﺨﻮاﻧﻲ و ﻳﺎ ﺑـﺎ  ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴﻢ اوﻟﻴﻪ ﺑﺼﻮرت ﺑﻴﻤﺎري
 7و6.ﻫﺎي ادراري ﺧﻮد را ﺑﻴﺸﺘﺮ ﻧﺸﺎن ﺧﻮاﻫـﺪ داد  ﺗﻈﺎﻫﺮات ﺳﻨﮓ
ﻧﺸـﺎن  ﻪﻴ  ـاوﻟ ﺴﻢﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫﻫﺎي ﻛﻼﺳﻴﻚ  ﻋﻼﻳﻢ و ﻧﺸﺎﻧﻪ
و ﻫﻴﭙﺮﻛﻠﺴـﻤﻲ  ﭘـﺎراﺗﻮرﻣﻮن دﻫﻨﺪه اﺛﺮات ﻣﺘﻘﺎﺑﻞ اﻓﺰاﻳﺶ ﺗﺮﺷﺢ 
 ،ﻫـﺎي ادراري ﺳـﻨﮓ  ،ﻋﻼﺋـﻢ اﺳـﺘﺨﻮاﻧﻲ  " ﺑﺎﺷﺪ ﻛﻪ ﺑﺼﻮرت ﻣﻲ
  .ﺷﻮد ﻧﺎﻣﺒﺮده ﻣﻲ "ﺗﻈﺎﻫﺮات ﺷﻜﻤﻲ و ﺳﺎﻳﻜﻮﻟﻮژﻳﻚ
اﺧﺘﻼﻻﺗﻲ ﻛﻪ ﺑﻄـﻮر ﻣﺴـﺘﻘﻴﻢ ﺑـﺎ ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴـﻢ در 
ﻫـﺎي ﻫـﺎي اﺳـﺘﺨﻮاﻧﻲ و ﺳـﻨﮓ  ارﺗﺒﺎط اﺳﺖ ﻋﺒﺎرﺗﻨﺪ از ﺑﻴﻤﺎري
اﻳﺠـﺎد  ﭘـﺎراﺗﻮرﻣﻮن ادراري ﻛﻪ ﺑﻪ ﻋﻠﺖ اﻓﺰاﻳﺶ ﻃـﻮﻻﻧﻲ ﻣـﺪت 
ﺷـﻮﻧﺪ ﻋﻠﺖ ﻫﻴﭙﺮﻛﻠﺴﻤﻲ اﻳﺠـﺎد ﻣـﻲ  ﻋﻼﻳﻤﻲ ﻛﻪ ﺑﻪ 9و8.ﺷﻮﻧﺪ ﻣﻲ
  01.ﭘﺮﺧﻮري و ﭘﺮﻧﻮﺷﻲ ﻳﺒﻮﺳﺖ، اﺳﺘﻔﺮاغ، ﻋﺒﺎرﺗﻨﺪ از ﺗﻬﻮع،
 اﺳﺘﺌﻴﺖ ﺗﻈﺎﻫﺮ ﻛﻼﺳﻴﻚ اﺳﺘﺨﻮاﻧﻲ ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪي اوﻟﻴﻪ
ﺳـﺎب  ﻛﻪ درد اﺳﺘﺨﻮاﻧﻲ و ﺑﺎزﺟـﺬب اﺳـﺘﺨﻮان  ﻓﻴﺒﺮوﻛﻴﺴﺘﻴﻚ
ﻧﻤﺎي ﻓﻠﻔـﻞ ﻧﻤﻜـﻲ در  ﭘﺮﻳﻮﺳﺖ در ﺳﻄﺢ رادﻳﺎل ﻓﺎﻟﻨﻜﺲ ﻣﻴﺎﻧﻲ،
ﻫﺎي  اي در اﺳﺘﺨﻮان هﻗﻬﻮ ﻮاﻧﻲ و ﺗﻮﻣﻮرﻫﺎي اﺳﺘﺨ ﻛﻴﺴﺖ ﺟﻤﺠﻤﻪ،
در  اﻳـﻦ اﺧـﺘﻼل،  .ﺷـﻮد  دراز در ﮔﺮاﻓﻲ ﺳﺎده ﺗﺸﺨﻴﺺ داده ﻣﻲ
ﭘﺎراﺗﻴﺮوﺋﻴـﺪ  ﻃﺎنﺑﻴﻤﺎران ﺑﺎ ﺑﻴﻤـﺎري ﺷـﺪﻳﺪ ﺑﺨﺼـﻮص در ﺳـﺮ 
  8.(2 و 1 وﻳﺮﺎﺗﺼ) ﺷﻮد ﻣﺸﺎﻫﺪه ﻣﻲ
  
  (ﺍﺗﺎﻕ ﻋﻤﻞ)ﺁﺩﻧﻮﻡ ﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴﺪ ـ ۱ﺗﺼﻮﻳﺮ 
  
  
  ﺑﺎﺷﺪ ﺍﻱ ﻣﻲ ﺗﻮﻣﻮﺭ ﻗﻬﻮﻩ ﺩﺳﺖ ﺑﻴﻤﺎﺭ ﮐﻪ ﻧﺸﺎﻥ ﺩﻫﻨﺪﻩﺭﺍﺩﻳﻮﮔﺮﺍﻓﻲ  ـ۲ﺗﺼﻮﻳﺮ 
  ... ﺑﻴﻤﺎﺭﺍﻥ ﻫﺎﻱ ﺑﺎﻟﻴﻨﻲ ﺎﻓﺘﻪﻳﺑﺮﺭﺳﻲ ـ  ﻓﺮﺷﺘﻪ ﮐﻤﺎﻧﻲﺩﻛﺘﺮ 
 ﻪﻴ  ـاوﻟ ﺴـﻢ ﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫﺷﺎﻳﻌﺘﺮﻳﻦ ﺗﻈـﺎﻫﺮات ﻛﻠﻴـﻮي 
ﻧﺎرﺳﺎﻳﻲ  ﻧﻔﺮوﻛﻠﺴﻴﻨﻮز، ﻫﻴﭙﺮﻛﻠﺴﻴﻮري، ﻫﺎي ﻛﻠﻴﻮي، ﺷﺎﻣﻞ ﺳﻨﮓ
  11.ﺑﺎﺷﺪ ﻣﺰﻣﻦ ﻛﻠﻴﻮي ﻣﻲ
 ﺴﻢﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫﺣﺎﻟﻲ در ﺑﻴﻤﺎران  ﺷﻜﺎﻳﺖ از ﺿﻌﻒ و ﺑﻲ
 ﻛﻼﺳـﻴﻚ،  ﻪﻴ  ـاوﻟ ﺴﻢﻳﺪﻴﺮوﺋﻴﺮﭘﺎراﺗـﭙ  ـﻴﻫدر  .ﺷﺎﻳﻊ اﺳـﺖ  ﻪﻴاوﻟ
ﺮﻫﺎي ـﭗ دو ﻓﻴﺒ  ــﺮوﻓﻲ ﺗﻴ  ــﺗ  ـآﻮﻻر ﺑـﺎ ـﺪرم ﻧﻮروﻣﻮﺳﻜ  ــﺳﻨ
ﻚ ـﺪرم ﻛﻼﺳﻴ  ــﻦ ﺳﻨـﻮد اﻳـﺑﺎ اﻳﻦ وﺟ 21.ﺮاه اﺳﺖـﻋﻀﻼﻧﻲ ﻫﻤ
 ﻪﻴاوﻟ ﺴﻢﻳﺪﻴﺮوﺋﻴﺮﭘﺎراﺗـﭙﻴﻫﺎران ـﺎدر در ﺑﻴﻤـﻮرت ﻧـﺮوزه ﺑﺼـاﻣ
  .ﺷﻮد دﻳﺪه ﻣﻲ
ﺣﺘـﻲ  ﻪﻴاوﻟ ﺴﻢﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫﻫﻴﭙﺮﺗﺎﻧﺴﻴﻮن در ﺑﻴﻤﺎران 
ﻋﻠﺖ اﺻـﻠﻲ ﺑـﺮوز  51-31.ﺳﺖدر ﺑﻴﻤﺎران ﺑﺎ ﺑﻴﻤﺎري ﺧﻔﻴﻒ ﺷﺎﻳﻊ ا
ﺑـﺪون  ﻪﻴـاوﻟ ﺴـﻢ ﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫﻫﻴﭙﺮﺗﺎﻧﺴـﻴﻮن در ﺑﻴﻤـﺎران 
ﻧﺎﻣﺸـﺨﺺ اﺳـﺖ و ﻫﻴﭙﺮﺗﺎﻧﺴـﻴﻮن ﺑـﺎ درﻣـﺎن  NEMاﺧـﺘﻼل 
در اﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺳـﻌﻲ  .ﻳﺎﺑﺪ ﺑﻬﺒﻮد ﻧﻤﻲ ﻪﻴاوﻟ ﺴﻢﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫ
ﺷﺪه اﺳﺖ، ﻓﺮاواﻧﻲ اﻧﻮاع ﺗﻈﺎﻫﺮات ﺑﺎﻟﻴﻨﻲ اﻳﻦ ﺑﻴﻤﺎري در ﺑﻴﻤﺎران 
ﺳﻲ ﺷﺪه و ﺗﻔﺎوت ﻫﺎي ﻣﻮﺟﻮد ﺑﺎ ﻣﻄﺎﻟﻌﺎت اﻧﺠﺎم ﻣﻮرد ﻣﻄﺎﻟﻌﻪ، ﺑﺮر
  .ﺷﺪه در دﻳﮕﺮ ﻛﺸﻮرﻫﺎ ﺑﻴﺎن ﺷﻮد
  ﻫﺎ ﻮاد و روشـﻣ
ﻧﮕﺮ اﻧﺠﺎم ﺷﺪه اﺳـﺖ  ﮔﺬﺷﺘﻪ ـ اﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺑﺼﻮرت ﺗﻮﺻﻴﻔﻲ
ﻃﺎﻟﻘـﺎﻧﻲ از ... ﻳـﺖ ا آﻫﺎي ﻣﻮﺟﻮد در ﺑﺎﻳﮕﺎﻧﻲ ﺑﻴﻤﺎرﺳﺘﺎن  و ﭘﺮوﻧﺪه
ﭘﺮوﻧـﺪه  .اﻧـﺪ ﺗﺤـﺖ ﺑﺮرﺳـﻲ ﻗـﺮار ﮔﺮﻓﺘـﻪ  9831ﺗﺎ  9631ﺳﺎل 
ﺳ ــﺎل اﺧﻴ ــﺮ ﺗﺤ ــﺖ ﻋﻤ ــﻞ ﺟﺮاﺣ ــﻲ  02ﻪ در ﺑﻴﻤ ــﺎراﻧﻲ ﻛـ ـ
وري ﺷﺪ و ﺳـﭙﺲ آ ﺟﻤﻊ ،ﺮﻓﺘﻪ ﺑﻮدﻧﺪـﺪﻛﺘﻮﻣﻲ ﻗﺮار ﮔـﭘﺎراﺗﻴﺮوﺋﻴ
ﺮداري ﺟﻬﺖ ﺗﺸﺨﻴﺺ ـﻋﻼﻳﻢ ﺑﺎﻟﻴﻨﻲ، روش ﺗﺼﻮﻳﺮﺑ ﺲ،ـﺟﻨ ﺳﻦ،
ﻮارض ﺑﻌـﺪ ـ، روش ﺟﺮاﺣﻲ و ﻋ(اﺳﻜﻦ ﺳﻴﺴﺘﺎﻣﻴﺒﻲ) ﻣﺤﻞ آدﻧﻮم
 ﺳﭙﺲ .از ﻋﻤﻞ ﺟﺮاﺣﻲ در ﻣﻮرد ﻫﺮ ﻳﻚ از ﺑﻴﻤﺎران اﺳﺘﺨﺮاج ﺷﺪ
اﻧﺘﻘﺎل ﻳﺎﻓﺘـﻪ و در ﻗﺎﻟـﺐ  SSPS اﻓﺰار ﺑﻪ ﻧﺮم ﻣﺪهﺑﺪﺳﺖ آ ﻫﺎ داده
  .ﺪﻳﮔﺮدﻮدارﻫﺎ ﺧﻼﺻﻪ ـﺟﺪاول و ﻧﻤ
  ﻫﺎ ﻳﺎﻓﺘﻪ
ﺑﻴﻤﺎر ﺗﺤﺖ ﻋﻤﻞ ﺟﺮاﺣﻲ  47، 9831-9631ﻫﺎي  در ﻃﻲ ﺳﺎل
و %( 81)ﻣـﻮرد ﻣـﺮد  31اﻧﺪ ﻛﻪ  ﺮﻓﺘﻪـﺮار ﮔـﺮوﺋﻴﺪﻛﺘﻮﻣﻲ ﻗـﭘﺎراﺗﻴ
ﺮد در اﻳﻦ ﻣﻄﺎﻟﻌﻪ ـﻧﺴﺒﺖ زن ﺑﻪ ﻣ .اﻧﺪ ﻮدهـﺑ%( 28)زن  ﻮردـﻣ 16
ﺎراﻧﻲ ﻛـﻪ ـﻂ ﺑﻴﻤ  ــﺳﻦ ﻣﺘﻮﺳ  ـ (.1 ﻮدارـﻧﻤ) ﺑﻮده اﺳﺖ 1ﻪ ﺑ 4/6
ﺮﻓﺘﻪ ـﺮار ﮔ  ــﻮﻣﻲ ﻗ  ــﺪﻛﺘ  ــﺮاﺣﻲ ﭘﺎراﺗﻴﺮوﺋﻴـﺖ ﻋﻤـﻞ ﺟ  ــﺗﺤ
ﺎر ﻓﻮق، ـﺑﻴﻤ 47ﻣﻴﺎن  از. ﻮده اﺳﺖـﺳﺎل ﺑ 74/4±21/11 ﻮدﻧﺪ،ـﺑ
ﻗﺒﻞ از ﻋﻤـﻞ ﺟﺮاﺣـﻲ اﺳـﻜﻦ ﺳﻴﺴـﺘﺎﻣﻴﺒﻲ %( 19) ﺑﻴﻤﺎر 86در 
  .اﻧﺠﺎم ﺷﺪه ﺑﻮد
  
  ﺍﻱ ﺗﻮﺯﻳﻊ ﺟﻨﺴﻴﺖ ﺑﻴﻤﺎﺭﺍﻥ ﻣﺒﺘﻼ ﺩﺍﻳﺮﻩﻧﻤﻮﺩﺍﺭ ـ ۱ﻧﻤﻮﺩﺍﺭ 
ﻮﻣﻲ ـﺮوﺋﻴﺪﻛﺘ  ــﺖ ﭘﺎراﺗﻴـﺮﻳﻦ ﻋﻠـﻮﻟﻮژي، ﺷﺎﻳﻌﺘـاز ﻧﻈﺮ اﺗﻴ
آدﻧﻮم  ﻃﺎﻟﻘﺎﻧﻲ،... ﻳﺖ اآﺮاﺟﻌﻪ ﻛﻨﻨﺪه ﺑﻪ ﺑﻴﻤﺎرﺳﺘﺎن ـدر ﺑﻴﻤﺎران ﻣ
 آدﻧـﻮم دوﺑـﻞ % 4در ﻣﻘﺎﺑـﻞ  و %(77) ﺮوﺋﻴﺪ ﺑﻮده اﺳـﺖ ـﭘﺎراﺗﻴ
ﺪ ﻛﺎرﺳـﻴﻨﻮم ﭘﺎراﺗﻴﺮوﺋﻴ  ـ%( 6/7)ﻧﻔـﺮ  5در اﻳﻦ ﻣﻄﺎﻟﻌﻪ  .داﺷﺘﻨﺪ
وﺟـﻮد داﺷـﺘﻪ %( 21) ﻧﻔﺮ 9داﺷﺘﻨﺪ و ﻫﻴﭙﺮﭘﻼزي ﭘﺎراﺗﻴﺮوﺋﻴﺪ در 
   .(2دار ﻧﻤﻮ و 1ﺟﺪول ) اﺳﺖ
ﺗﻮﺯﻳ ــﻊ ﻧﺘ ــﺎﻳﺞ ﭘﺎﺗﻮﻟﻮﮊﻳــﮏ ﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴ ــﺪﮐﺘﻮﻣﻲ ﺩﺭ ﺑﻴﻤــﺎﺭﺍﻥ ﺩﺭ ـ ــ ۱ﺟــﺪﻭﻝ 
  ۹۸۳۱ﺗﺎ  ۹۶۳۱ﻫﺎﻱ  ﺳﺎﻝ
  ﺩﺭﺻﺪ ﺗﻌﺪﺍﺩ ﭘﺎﺗﻮﻟﻮﮊﻱ
  ﺁﺩﻧﻮﻡ
  ﺁﺩﻧﻮﻡ ﺩﻭﺑﻞ
  ﻫﻴﭙﺮ ﭘﻼﺯﻱ
 ﻃﺎﻥﺳﺮ
  ۷۵
  ۳
  ۹
 ۵
  %۷۷
  %۴
  %۲۱
 %۶/۷
  
  
  ۰۹۳۱، ﺳﺎﻝ ۳، ﺷﻤﺎﺭﻩ ۹۱ﻧﺸﺮﻳﻪ ﺟﺮﺍﺣﻲ ﺍﻳﺮﺍﻥ، ﺩﻭﺭﻩ 
  
  ﻣﺒﺘﻼ ﻤﺎﺭﺍﻥﻴﺑﯼ ﻮﻟﻮﮊﻴﺍﺗ ﻊﻳﺗﻮﺯﯽ ﺳﺘﻮﻧ ﻧﻤﻮﺩﺍﺭـ ۲ﻧﻤﻮﺩﺍﺭ 
در ﻣﻄﺎﻟﻌ ـﻪ اﻧﺠ ــﺎم ﺷ ــﺪه ﺑ ــﺮ روي ﺑﻴﻤ ــﺎراﻧﻲ ﻛ ــﻪ ﺗﺤــﺖ 
دﻧﺒـﺎل ﻪ ﺎﻣﻲ ﺑﻴﻤﺎران ﺑ  ــﺗﻤ اﻧﺪ، ﺮﻓﺘﻪـﺮوﺋﻴﺪﻛﺘﻮﻣﻲ ﻗﺮار ﮔـﭘﺎراﺗﻴ
اﻧـﺪ و ﺗﺤـﺖ  ﺮدهـﺑﻪ اﻳﻦ ﻣﺮﻛـﺰ ﻣﺮاﺟﻌـﻪ ﻛ  ـ ﻢ ﺑﺎﻟﻴﻨﻲ،ـﺑﺮوز ﻋﻼﻳ
اﻧﺪ و ﻣﻮارد ﺑﺪون ﻋﻼﻣـﺖ  ﺮﻓﺘﻪﮔ ﺑﺮرﺳﻲ و ﭘﺎراﺗﻴﺮوﺋﻴﺪﻛﺘﻮﻣﻲ ﻗﺮار
ﻮﻣﻲ ﻗـﺮار ـﺖ ﻋﻤـﻞ ﺟﺮاﺣـﻲ ﭘﺎراﺗﻴﺮوﺋﻴﺪﻛﺘ  ــﺑﺎﻟﻴﻨﻲ ﻛـﻪ ﺗﺤ  ـ
ﺷـﺎﻳﻌﺘﺮﻳﻦ ﻋﻼﻳـﻢ  .ﻮد ﻧﺪاﺷـﺖ ـدر اﻳﻦ ﻣﻄﺎﻟﻌﻪ وﺟ  ـ ،اﻧﺪ ﺮﻓﺘﻪـﮔ
 05 ﺣﺎﻟﻲ ﺑﻮده اﺳـﺖ ﻛـﻪ در  ﺿﻌﻒ و ﺑﻲ ﻲ در ﺑﻴﻤﺎران ﻓﻮق،ـﺑﺎﻟﻴﻨ
ﺑﻌـﺪ از ﺿـﻌﻒ و  .ﺎران وﺟـﻮد داﺷـﺘﻪ اﺳـﺖ ـاز ﺑﻴﻤ  ـ%( 76) ﻧﻔﺮ
ﻮاﻧﻲ ـﺎران ﻓﻮق، ﻋﻼﻳﻢ اﺳﺘﺨـﻼت ﺑﻴﻤـﺸﻜﺮﻳﻦ ﻣـﺣﺎﻟﻲ ﺷﺎﻳﻌﺘ ﺑﻲ
 ﻫﻴﭙﺮﺗﺎﻧﺴﻴﻮن .ﺑﻮده اﺳﺖ% 54ﻢ ﻛﻠﻴﻮي ﺑﺎ ـﺲ ﻋﻼﻳـو ﺳﭙ% 26ﺑﺎ 
(. 3ﻧﻤﻮدار  ،2ﺟﺪول )از ﺑﻴﻤﺎران ﻓﻮق وﺟﻮد داﺷﺘﻪ اﺳﺖ % 42در 
ﺮوز ﻋـﻮارض ﺑـﻪ دﻧﺒـﺎل ﻋﻤـﻞ ﺟﺮاﺣـﻲ، در ﺑﻴﻤـﺎران ـﺮ ﺑـاز ﻧﻈ
ﻮرد ﻣ  ـ 2در  ﺎن ﻃﺎﻟﻘـﺎﻧﻲ، ـﻮﻣﻲ ﺷﺪه در ﺑﻴﻤﺎرﺳﺘ  ــﭘﺎراﺗﻴﺮوﺋﻴﺪﻛﺘ
. ﻮد داﺷـﺘﻪ اﺳـﺖ ـاي راﺟﻌـﻪ وﺟ  ـ ﺮهـآﺳﻴﺐ ﻋﺼﺐ ﺣﻨﺠ%( 2)
ﺮ ﻣﺎﻧﻨﺪ ﻫﻤﺎﺗﻮم و ﻳﺎ ﻋﻔﻮﻧﺖ زﺧـﻢ در ﻫـﻴﭻ ﻳـﻚ از ـﻋﻮارض دﻳﮕ
  .ﺑﻴﻤﺎران دﻳﺪه ﻧﺸﺪ
ﮐﻪ ﺗﺤـﺖ ﻋﻤـﻞ  ﻫﻴﭙﺮﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴﺪﻳﺴﻢ ﺍﻭﻟﻴﻪ ﻫﺎﻱ ﺑﺎﻟﻴﻨﻲ ﺗﻮﺯﻳﻊ ﻧﺸﺎﻧﻪـ ۲ﺟﺪﻭﻝ 
  ﺟﺮﺍﺣﻲ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﺑﻮﺩﻧﺪ
  ﺩﺭﺻﺪ ﻧﺴﺒﻲ  ﺗﻌﺪﺍﺩ  ﺷﮑﺎﻳﺎﺕ ﺍﺻﻠﻲ ﺑﻴﻤﺎﺭﺍﻥ
  ﻱﻣﺸﮑﻼﺕ ﮐﻠﻴﻮ
  ﺍﺳﮑﻠﺘﻲ ـﻣﺸﮑﻼﺕ ﻋﻀﻼﻧﻲ 
  ﺿﻌﻒ ﻭ ﺧﺴﺘﮕﻲ
  ﻫﻴﭙﺮﺗﺎﻧﺴﻴﻮﻥ
  ﺑﺪﻭﻥ ﻋﻼﻣﺖ
  ۴۳
  ۶۴
  ۰۵
  ۸۱
  ۰
  %۵۴
  %۲۶
  %۷۶
  %۴۲
  %۰
  
 ﻤـ ــﺎﺭﺍﻥﻴﺑﯽ ﻨﻴﺑـ ــﺎﻟﯼ ﻫـ ــﺎ ﻧﺸـ ــﺎﻧﻪ ﻭ ﻋﻼﺋـ ــﻢﯽ ﺳـ ــﺘﻮﻧ ﻧﻤـ ــﻮﺩﺍﺭــ ــ ۳ﻧﻤـ ــﻮﺩﺍﺭ 
  ﺑﻮﺩﻧﺪ ﮔﺮﻓﺘﻪ ﻗﺮﺍﺭﯽ ﺟﺮﺍﺣ ﻋﻤﻞ ﺗﺤﺖ ﮐﻪ ﻫﻴﭙﺮﭘﺎﺭﺍﺗﻴﺮﻭﺋﻴﺪﻳﺴﻢ ﺍﻭﻟﻴﻪ
  ﮔﻴـﺮي و ﻧﺘﻴﺠﻪ ﺑﺤﺚ
اوﻟﻴﻪ ﺑﻴﻤﺎري ﻏﺪد درون رﻳـﺰ ﺗﻘﺮﻳﺒـﺎ ً ﻴﺮوﺋﻴﺪﻳﺴﻢﻫﻴﭙﺮﭘﺎراﺗ
اﻳـﻦ  .ﺷـﻮد ﻳﺪه ﻣـﻲ د 1/0001 ﺷﺎﻳﻌﻲ اﺳﺖ ﻛﻪ ﺑﺎ اﻧﺴﻴﺪاﻧﺲ ﺑﻴﺶ از
ﺷـﻨﺎﺧﺘﻪ  ﭘـﺎراﺗﻮرﻣﻮن ﺑﻴﻤﺎري ﺑﺎ ﻫﻴﭙﺮﻛﻠﺴﻤﻲ و اﻓـﺰاﻳﺶ ﺳـﻄﺢ 
اوﻟﻴـﻪ آدﻧـﻮم  ﻫﻴﭙﺮﭘﺎراﺗﻴﺮوﺋﻴﺪﻳﺴـﻢ  ﺷـﺎﻳﻌﺘﺮﻳﻦ ﻋﻠـﻞ . ﺷﻮد ﻣﻲ
 نﻃﺎﭘﺎراﺗﻴﺮوﺋﻴﺪ، ﻫﻴﭙﺮﭘﻼزي ﭘﺎراﺗﻴﺮوﺋﻴـﺪ، آدﻧـﻮم دوﺑـﻞ و ﺳـﺮ 
  .ﺑﺎﺷﻨﺪ ﭘﺎراﺗﻴﺮوﺋﻴﺪ ﻣﻲ
زن ( ﻧﻔـﺮ  16% )28 ﺑﻴﻤﺎر ﺗﺤﺖ ﺑﺮرﺳـﻲ،  47در ﻣﻄﺎﻟﻌﻪ ﻣﺎ از 
در ﻣﻄﺎﻟﻌـﺎت  .ﺑـﻮده اﺳـﺖ  1ﺑﻪ  4/6اﻧﺪ و ﻧﺴﺒﺖ زن ﺑﻪ ﻣﺮد  ﺑﻮده
ﺗـﺎ  6531ﻣﺸﺎﺑﻪ دﻳﮕﺮ ﻛﻪ در ﺗﻬﺮان اﻧﺠﺎم ﺷـﺪه اﺳـﺖ از ﺳـﺎل 
در  81-61.ﺑـﻮده اﺳـﺖ  1 ﺑـﻪ  41ﺗـﺎ  1ﺑـﻪ  5اﻳﻦ ﻧﺴﺒﺖ ﺑﻴﻦ  6731
ﻧﻴﺰ اﻳﻦ ﻧﺴﺒﺖ ﺑﻪ ﻣﻴﺰان ﻛﻤﺘﺮي ﺑﻮده اﺳﺖ  ﻣﻄﺎﻟﻌﺎت ﺟﻬﺎﻧﻲ دﻳﮕﺮ
اي ﻛﻪ در ﺷﻤﺎل ﻫﻨﺪ اﻧﺠﺎم ﺷـﺪه  ﻣﺎﻧﻨﺪ ﻣﻄﺎﻟﻌﻪ ،(1ﺑﻪ  5ﺗﺎ  1ﺑﻪ  3)
ﻣﺘﻮﺳﻂ ﺳﻦ  02و91.ﮔﺰارش ﺷﺪه اﺳﺖ 1ﺑﻪ  3/3اﺳﺖ ﻛﻪ اﻳﻦ ﻧﺴﺒﺖ 
ﺗـﺮ از ﺳـﻦ  ﺳﺎل ﺑﻮده اﺳﺖ ﻛﻪ ﭘﺎﻳﻴﻦ 74/4ﺑﻴﻤﺎران در ﻣﻄﺎﻟﻌﻪ ﻣﺎ 
ﺗﻮﺳـﻌﻪ  ﻣﺘﻮﺳﻂ ﺑﻴﻤﺎران در ﻣﻄﺎﻟﻌﺎت ﻣﺸﺎﺑﻪ ﻗﺒﻠﻲ در ﻛﺸـﻮرﻫﺎي 
ﺎت ﻗﺒﻠـﻲ در ـدر ﻣﻄﺎﻟﻌ  ـ 22و12.(ﺳـﺎل  26ﺗﺎ  55)ﻳﺎﻓﺘﻪ ﺑﻮده اﺳﺖ 
ﺳﺎل ﺑـﻮده  83در اﻳﺮان ﻣﺘﻮﺳﻂ ﺳﻦ ﺑﻴﻤﺎران ﺣﺪود  07و  06دﻫﻪ 
ﻋﻠﺖ اﻳﻨﻜﻪ اﻳﻦ ﺑﻴﻤﺎري در ﻛﺸﻮرﻫﺎي در ﺣﺎل ﺗﻮﺳﻌﻪ ﻣﺎﻧﻨﺪ  .اﺳﺖ
ﺗﺮي ﻧﺴﺒﺖ ﺑـﻪ ﻛﺸـﻮرﻫﺎي ﺗﻮﺳـﻌﻪ ﻳﺎﻓﺘـﻪ  اﻳﺮان در ﺳﻨﻴﻦ ﭘﺎﻳﻴﻦ
ﺷـﺎﻳﺪ ﻳﻜـﻲ از  .ﻧﺸﺪه اﺳـﺖ  ﻮز ﺗﻮﺿﻴﺢ دادهـﺷﻮد ﻫﻨ اﻳﺠﺎد ﻣﻲ
ﺮﺑﻮط ﺑـﻪ ارﺗﺒـﺎط ـﻣ  ـ ﺗـﺮ،  ﻮر ﺑﻴﻤﺎري در ﺳﻨﻴﻦ ﭘﺎﻳﻴﻦـدﻻﻳﻞ ﻇﻬ
ﺑﺎ اﻳﻦ ﺑﻴﻤـﺎري و ﻧﻴـﺰ ﺷـﺎﻳﻊ ﺑـﻮدن ﻛﻤﺒـﻮد  Dﺎﻣﻴﻦ ـﻛﻤﺒﻮد وﻳﺘ
ﺮ ﺗﻮﺳﻌﻪ ﻳﺎﻓﺘﻪ ﻣﺎﻧﻨﺪ اﻳﺮان و ﻫﻨـﺪ ـﻛﺸﻮرﻫﺎي ﻛﻤﺘ در Dوﻳﺘﺎﻣﻴﻦ 
  ... ﺑﻴﻤﺎﺭﺍﻥ ﻫﺎﻱ ﺑﺎﻟﻴﻨﻲ ﺎﻓﺘﻪﻳﺑﺮﺭﺳﻲ ـ  ﻓﺮﺷﺘﻪ ﮐﻤﺎﻧﻲﺩﻛﺘﺮ 
ﺑﺮﺧﻼف ﻛﺸﻮرﻫﺎي ﺗﻮﺳـﻌﻪ ﻳﺎﻓﺘـﻪ ﻛـﻪ اﻏﻠـﺐ  52و42و7-5.ﺑﺎﺷﺪ ﻣﻲ
، ﻪﻴ  ـاوﻟ ﺴـﻢ ﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫﻋﻤﻞ ﺟﺮاﺣﻲ ﻣﻮارد ﻣﺮاﺟﻌﻪ ﺟﻬﺖ 
در ﻣﻄﺎﻟﻌﻪ ﻣـﺎ  ﻫﺎي ﻏﺮﺑﺎﻟﮕﺮي ﺑﻮده اﺳﺖ، ﻫﻴﭙﺮﻛﻠﺴﻤﻲ در ﺑﺮرﺳﻲ
  .اﻧﺪ ﻣﻮرد ﺑﺪون ﻋﻼﻳﻢ ﺑﺎﻟﻴﻨﻲ ﻧﺒﻮده 47ﻛﺪام از  ﻫﻴﭻ
ﻧﺘ ــﺎﻳﺞ ﺣﺎﺻ ــﻞ از اﻳ ــﻦ ﻣﻄﺎﻟﻌ ــﻪ ﺑ ــﺎ ﻣﻄﺎﻟﻌ ــﻪ ﺑﻴﻤ ــﺎران 
 86ﻫـﺎي  ﭘﺎراﺗﻴﺮوﺋﻴﺪﻛﺘﻮﻣﻲ در ﺑﻴﻤﺎرﺳﺘﺎن اﻣﺎم ﺧﻤﻴﻨﻲ ﻃﻲ ﺳﺎل
ﻋﻼﻳـﻢ ﺑـﺎﻟﻴﻨﻲ ﺗﺤـﺖ ﻋﻤـﻞ ﺟﺮاﺣـﻲ ﺑـﺪون % 21ﻛـﻪ  87ﺗـﺎ 
در  61.ﻫﻤﺨـﻮاﻧﻲ ﻧـﺪارد  اﻧـﺪ،  ﭘﺎراﺗﻴﺮوﺋﻴﺪﻛﺘﻮﻣﻲ ﻗﺮار ﮔﺮﻓﺘﻪ ﺑﻮده
ﻛﺸﻮرﻫﺎي ﻛﻤﺘﺮ ﺗﻮﺳﻌﻪ ﻳﺎﻓﺘـﻪ ﻫﻨـﻮز ﺗﻌـﺪاد ﻣـﻮارد ﺷﻨﺎﺳـﺎﻳﻲ 
ﺑ ــﻪ دﻧﺒ ــﺎل ﻏﺮﺑ ــﺎﻟﮕﺮي اﻧ ــﺪك  ﻪﻴ ــاوﻟ ﺴ ــﻢﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫ
ﺳـﺎﻟﻴﺎﻧﻪ ﺗﻌـﺪاد  در ﺣﺎﻟﻲ ﻛﻪ در ﻛﺸﻮرﻫﺎي ﻏﺮﺑـﻲ،  62و91،ﺑﺎﺷﺪ ﻣﻲ
ﺑـﻪ دﻧﺒـﺎل  ﻪﻴـاوﻟ ﺴـﻢﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫ ﺑﻴﺸـﺘﺮي از ﺑﻴﻤـﺎران
  72.ﺷﻮﻧﺪ ﻫﺎي ﻏﺮﺑﺎﻟﮕﺮي ﺷﻨﺎﺳﺎﻳﻲ ﻣﻲ ﺗﺴﺖ
ﺣـﺎﻟﻲ ﺿﻌﻒ و ﺑـﻲ  ﺎران،ـﺮات ﺑﺎﻟﻴﻨﻲ ﺑﻴﻤـﺮﻳﻦ ﺗﻈﺎﻫـﺷﺎﻳﻌﺘ
 ﺎت ﻗﺒﻠـﻲ، ـﻜﻞ در ﺗﻤﺎﻣﻲ ﺑﻴﻤﺎران در ﻣﻄﺎﻟﻌـاﻳﻦ ﻣﺸ .ﻮده اﺳﺖـﺑ
ﺷـﺪه  ﻮق را ﺷﺎﻣﻞ ﻣﻲـﺎران ﻓـاي از ﻣﺸﻜﻼت ﺑﻴﻤ ﺪهـﻗﺴﻤﺖ ﻋﻤ
ﻮق ـﻮي در ﺑﻴﻤﺎران ﻓ  ــت ﻛﻠﻴﻮي و ﻣﺸﻜﻼـﻫﺎي ﻛﻠﻴ ﺳﻨﮓ .اﺳﺖ
ﻌﻪ ﻗﺒﻠﻲ در اﻳـﺮان ـدر دو ﻣﻄﺎﻟ .ﻮارد دﻳﺪه ﺷﺪه اﺳﺖـﻣ% 54در 
ﺶ ﺑـﻮده اﺳـﺖ و از ـﺢ اﻳﻦ درﺻـﺪ در ﺣـﺎل ﻛﺎﻫ  ــﺑﻪ ﻃﻮر واﺿ
 87ﺗـﺎ  86ﻫﺎي  در ﺳﺎل% 16/6ﺑﻪ  76ﺗﺎ  75ﻫﺎي  در ﺳﺎل% 48/3
ﻦ ـﺮاواﻧﻲ ﺑﻴ  ــﻼف ﻓ  ــﻦ ﻫﻨـﻮز اﺧﺘ  ــﺘﻪ اﺳﺖ وﻟﻴﻜـﻛﺎﻫﺶ ﻳﺎﻓ
ﻮرﻫﺎي ـﺮان ﺑـﺎ ﻛﺸ  ــﻮي ﺑﻴﻦ اﻳـﻛﻠﻴ ﻫﺎي ﮓـﻮد ﺳﻨـﺪ وﺟـدرﺻ
  .ﻏﺮﺑﻲ وﺟﻮد دارد
ﻣﺸﻜﻼت اﺳﺘﺨﻮاﻧﻲ ﻧﻴﺰ در درﺻﺪ ﻗﺎﺑﻞ ﺗـﻮﺟﻬﻲ از ﺑﻴﻤـﺎران 
ﻧﻴﺰ ﺑـﻪ ﻋﻨـﻮان ﻳـﻚ  ﻮنﻴﭙﺮﺗﺎﻧﺴﻴﻫﻓﺮاواﻧﻲ  .ﻣﺸﺎﻫﺪه ﺷﺪه اﺳﺖ
در  ﻪﻴ  ـاوﻟ ﺴـﻢ ﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫاﺧﺘﻼل ﻗﻠﺒﻲ ﻋﺮوﻗﻲ ﻣﺮﺗﺒﻂ ﺑـﺎ 
ﺎ در وﻟﻲ در ﻣﻄﺎﻟﻌـﻪ ﻣ  ـ ،ﻣﻄﺎﻻت ﻗﺒﻠﻲ در اﻳﺮان ﺑﺮرﺳﻲ ﻧﺸﺪه ﺑﻮد
  .ﺑﻴﻤﺎران ﻣﺸﺎﻫﺪه ﺷﺪ% 42
ﻮژي ﺑﻴﻤﺎران ﭘﺎراﺗﻴﺮوﺋﻴـﺪﻛﺘﻮﻣﻲ ـاز ﻧﻈﺮ ﻧﺘﺎﻳﺞ ﺑﺮرﺳﻲ ﭘﺎﺗﻮﻟ
و آدﻧـﻮم دوﺑـﻞ در ( ﺮـﻧﻔ 75% )77 ﺮوﺋﻴﺪ درـﺷﺪه آدﻧﻮم ﭘﺎراﺗﻴ
ﻧﺘﺎﻳﺞ ﻓﻮق ﻣﺸﺎﺑﻪ ﻧﺘﺎﻳﺞ ﺑﺮرﺳﻲ  .از ﺑﻴﻤﺎران ﻳﺎﻓﺖ ﺷﺪ( ﻧﻔﺮ 3% )4
ﻛﺎرﺳﻴﻨﻮم ﭘﺎراﺗﻴﺮوﺋﻴـﺪ در  03و92.ﺑﺎﺷﺪ در دﻳﮕﺮ ﻣﻄﺎﻟﻌﺎت ﻏﺮﺑﻲ ﻣﻲ
را در  ﻪﻴ ـاوﻟ ﺴـﻢﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫاز ﻣ ـﻮارد % 2ﺗ ـﺎ  1ﺣﺎﻟﻴﻜـﻪ 
ﺷﻮد، در ﻣﻄﺎﻟﻌﻪ ﻣﺎ درﺻﺪ ﺑﺎﻻﺗﺮي را ﺑﻪ  ﻛﺸﻮرﻫﺎي دﻳﮕﺮ ﺷﺎﻣﻞ ﻣﻲ
  13و03.(ﻧﻔﺮ 5 -%6/7)ﺧﻮد اﺧﺘﺼﺎص داده اﺳﺖ 
ﻳـﻚ ﺑﻴﻤـﺎري ﺗﻘﺮﻳﺒـﺎ ًﺷـﺎﻳﻊ  ﻪﻴـاوﻟ ﺴـﻢﻳﺪﻴﺮوﺋﻴﭙﺮﭘﺎراﺗﻴﻫ
ﻞ ﻫﺎ را ﺷـﺎﻣ  ﻛﻪ در ﻛﺸﻮر ﻣﺎ درﺻﺪ ﺑﻴﺸﺘﺮي از زن ﺳﺖااﻧﺪوﻛﺮﻳﻦ 
  .ﻳﺎﺑﺪ ﺗﺮ ﺗﻈﺎﻫﺮ ﻣﻲ ﺷﻮد و در ﺳﻨﻴﻦ ﭘﺎﻳﻴﻦ ﻣﻲ
ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻣﺮاﺟﻌﻪ اﻛﺜﺮ ﺑﻴﻤﺎران ﺑﺎ ﻋﻮارض ﻧﺎﺗﻮان ﻛﻨﻨﺪه اﻳﻦ 
ﺑﻴﻤﺎري ﻣﺎﻧﻨﺪ اﺧﺘﻼﻻت رواﻧﻲ، ﻗﻠﺒﻲ و ﻋﺮوﻗﻲ، ﻋﻮارض ﻛﻠﻴـﻮي و 
ﻫﺎي اﺳـﻜﺮﻳﻨﻴﻨﮓ ﺟﻬـﺖ  ﻣﻮﺳﻜﻮﻟﻮاﺳﻜﻠﺘﺎل ﻧﻴﺎز ﺑﻪ اﻧﺠﺎم ﺗﺴﺖ
ﻋـﻮارض  ﻏﺮﺑﺎﻟﮕﺮي اﻳﻦ ﺑﻴﻤﺎري و درﻣﺎن ﺟﺮاﺣﻲ آن، ﺑﺎ ﺗﻮﺟﻪ ﺑـﻪ 
  .رﺳﺪ ﻛﻢ ﻋﻤﻞ ﺟﺮاﺣﻲ ﻓﻮق ﻣﻨﻄﻘﻲ ﺑﻪ ﻧﻈﺮ ﻣﻲ
اﻧﺠﺎم ﻣﻄﺎﻟﻌﺎت ﺗﺼﻮﻳﺮﺑﺮداري ﻟﻮﻛﺎﻟﻴﺰاﺳﻴﻮن آدﻧـﻮم ﻗﺒـﻞ از 
از  ﻋﻤﻞ ﺟﺮاﺣﻲ ﻣﺎﻧﻨﺪ اﺳﻜﻦ ﺳﻴﺴﺘﺎﻣﻴﺒﻲ ﺑﻪ ﻛﺎﻫﺶ ﻋﻮارض ﺑﻌـﺪ 
  .ﻛﻨﺪ ﻋﻤﻞ ﻛﻤﻚ ﻣﻲ
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who Underwent Surgery at Taleghani Hospital 
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Kamani F. MD*, Mohammadi S. S. MD**, Tavassoli S. MD***  
Hessami R. MD**, Peirovi H. MD**** 
(Received: 7 Aug 2011 Accepted: 15 Nov 2011) 
 
Introduction & Objective: Primary hyperparathyroidism (PHPI) is a common disease mostly seen in 
women. Symptomatic PHPT is the predominant form of the disease in many parts of the developing world. In 
the countries with a screening system, it is usually seen and treated without presenting any symptom. In this 
study it is tried to define the frequency of different clinical symptoms in these group of patients in compare 
with other countries. 
Materials & Methods: A retrospective descriptive study of records of the patients, who had surgical 
operation from 1990 to 2010 at Taleghani Hospital, was done. All relevant information (age, sex, clinical 
presentation and diagnostic imaging procedures) were collected in this survey. Then the data were analyzed by 
SPSS. 
Results: 82% of patients were female with the mean age of 47.4 years. None of the patients were without 
clinical symptoms. Bone disease (62%) and renal disease (45%) were most common manifestation of PHPT. 
Pathological review of cases revealed adenoma (77%), hyperplasia (12%), double adenoma (4%) and 
carcinoma (6.7%). 
Conclusions: PHPT in Iran is a symptomatic disease with predominant features of renal and bone 
disorders at a much younger age in compare with other countries. In recent decades, the age of becoming 
afflicted by this disease has increased in Tehran, but it is still lower than that of the west. 
Key Words: Primary Hyperparathyroidism, Parathyroid 
*Associate Professor of General Surgery, Shahid Beheshti University of Medical Sciences and Health Services, 
Taleghani Hospital, Tehran, Iran 
**Resident of General Surgery, Shahid Beheshti University of Medical Sciences and Health Services, Taleghani Hospital, 
Tehran, Iran 
***Resident of ENT, Tabriz University of Medical Sciences and Health Services, Emam Reza Hospital, Tabriz, Iran 
****Professor of General Surgery, Shahid Beheshti University of Medical Sciences and Health Services, Taleghani 
Hospital, Tehran, Iran 
 ﺮﺘﻛﺩﻲﻧﺎﻤﮐ ﻪﺘﺷﺮﻓ  ـ ﻲﺳﺭﺮﺑﻳﻪﺘﻓﺎ ﻲﻨﻴﻟﺎﺑ ﻱﺎﻫ ﻥﺍﺭﺎﻤﻴﺑ ...  
References: 
 
1. Colaço SM, Si M, Reiff E, Clark 
OH.Hyperparathyroidism after radioactive iodine 
therapy. Am J Surg. 2007 Sep; 194(3): 323-7. 
2. Rubin, MR, Maurer, MS, McMahon, DJ, et al. 
Arterial stiffness in mild primary 
hyperparathyroidism. J ClinEndocrinolMetab 2005; 
90: 3326-3330. 
3.  Walker, MD, Fleischer, J, Rundek, T, et al. Carotid 
vascular abnormalities in primary 
hyperparathyroidism. J ClinEndocrinolMetab 2009; 
94: 3849-56. 
4. Valdemarsson, S, Lindblom, P, Bergenfelz, A. 
Metabolic abnormalities related to cardiovascular risk 
in primary hyperparathyroidism: effects of surgical 
treatment. J Intern Med 1998; 244: 241-249. 
5. Salti, GI, Fedorak, I, Yashiro, T, Fulton, N, et al. 
Continuing evolution in the operative management of 
primary hyperparathyroidism. Arch Surg 1992; 
127:831-6; discussion 836-7. 
6. Szabo, E, Lundgren, E, Juhlin, C, et al. Double 
parathyroid adenoma, a clinically nondistinct entity of 
primary hyperparathyroidism. World J Surg 1998; 22: 
708-13. 
7. Ruda, JM, Hollenbeak, CS, Stack, BC Jr. A 
systematic review of the diagnosis and treatment of 
primary hyperparathyroidism from 1995 to 
2003.Otolaryngol Head Neck Surg 2005; 132: 359-
72. 
8. Eslamy, HK, Ziessman, HA. Parathyroid scintigraphy 
in patients with primary hyperparathyroidism: 99mTc 
sestamibi SPECT and SPECT/CT. Radiographics 
2008; 28: 1461-76. 
9. Pappu, S, Donovan, P, Cheng, D, Udelsman, R. 
Sestamibi scans are not all created equally. Arch Surg 
2005; 140: 383-6. 
10. Udelsman, R, Pasieka, JL, Sturgeon, C, et al. 
Surgery for asymptomatic primary 
hyperparathyroidism: proceedings of the third 
international workshop. J ClinEndocrinolMetab 2009; 
94: 366-72. 
11. Weinberger, MS, Robbins, T. Diagnostic 
localization studies for primary hyperparathyroidism. 
Arch Otolaryngol Head Neck Surg 1994; 120: 1187-
9. 
12. Sosa, JA, Powe, NR, Levine, MA, et al. Profile of a 
clinical practice: thresholds for surgery and surgical 
outcomes for patients with primary 
hyperparathyroidism: a national survey of endocrine 
surgeons. J ClinEndocrinolMetab 1998; 83:2658-65. 
13. Udelsman, R. Six hundred fifty-six consecutive 
explorations for primary hyperparathyroidim. Ann 
Surg 2002; 235: 665-70; discussion 670-72. 
14. Chan, RK, Ruan, DT, Gawande, AA, Moore, FD 
Jr. Surgery for hyperparathyroidism in image-
negative patients. Arch Surg 2008; 143: 335-7. 
15. Oertli, D, Richter, M, Kraenzlin, M, et al. 
Parathyroidectomy in primary hyperparathyroidism: 
Preoperative localization and routine biopsy of 
unaltered glands are not necessary. Surgery 1995; 
117: 392-6. 
16. Dr mansour Nakhjavani and teammates; Clinical 
signing and experimental symptoms about primary 
hyperparathyroidism in 20 years. (1357-1367) and 
(1368-1378), Imam hospital (medical institute`s 
magazine in 1360, No 6.0, page 429- 436) 
17. Dr nosratallah eshghyar and teammates; The 
statistical survey about confined patient with primary 
hyperparathyroidism assessment. Imam khomeyni 
and shariati Hospitals - Tehran (1367-1376), institute 
of dentistry`s magazine (Tehran medical university) 
No.11, set3, autumn 77. 
18. Dr anoushirvan hedayat and teammates; The 110 
instance survey about primary hyperparathyroidism 
and adenoma localization results with MBI scanning 
in Dr shariati Hospital., No 4.0, 1377, page 36-39). 
19. Bhansali A, Masoodi SR, Reddy KS, Behera A, das 
Radotra B, Mittal BR, Katariya RN, Dash RJ. 
Primary hyperparathyroidism in north India: a 
description of 52 cases. Ann Saudi Med. 2005 Jan-
Feb; 25(1): 29-35. 
20. Miller BS, Dimick J, Wainess R, Burney RE. Age- 
and sex-related incidence of surgically treated 
primary hyperparathyroidism.World J Surg. 2008 
May; 32(5): 795-9. 
21. Rao DS, Wilson RJ, Kleerekoper M, Parfitt AM. 
Lack of biochemical progression or continuation of 
accelerated bone loss in mild asymptomatic primary 
hyperparathyroidism: evidence for bipha sic disease 
course. J ClinEndocrinolMetab. 1988; 67: 1294-1298. 
22. Parfitt AM, Rao DS, Kleerekoper M. 
Asymptomatic primary hyperparathyroidism 
discovered by multichannel biochemical screening: 
clinical course and considerations bearing on the need 
for surgical intervention. J Bone Miner Res. 1991; 6 
Suppl 2: S97-101; discussion S121-4.  
23. Mishra SK, Agarwal G, Kar DK, Gupta SK, Mithal 
A, Rastad J. Unique clinical characteristics of primary 
hyperparathyroidism in India. Br J Surg. 2001; 88: 
708-714. 
24. Silverberg SJ, Sahne E, Demster DW, Bilezikian 
JP. The effect of Vitamin D insufficiency in patients 
with primary hyperparathyroidism.Am J Med. 1999; 
107: 561-567. 
25. Rabbani A, Alavian SM, Motlagh ME, Ashtiani 
MT, Ardalan G, Salavati A, Rabbani B, Rabbani A, 
Shams S, Parvaneh N. Vitamin D insufficiency 
among children and adolescents living in Tehran, 
Iran. J Trop Pediatr. 2009 Jun; 55(3): 189-91. Epub 
2008 Sep 5. 
26. Sathe PA, Madiwale CV, Kandalkar BM, Bandgar 
TR, Shah NS, Menon PS. Primary 
 ﻩﺭﻭﺩ ،ﻥﺍﺮﻳﺍ ﻲﺣﺍﺮﺟ ﻪﻳﺮﺸﻧ۱۹ ﻩﺭﺎﻤﺷ ،۳ ﻝﺎﺳ ،۱۳۹۰  
hyperparathyroidism: a 
clinicopathologicalexperience. Indian J Pathol 
Microbiol. 2009 Jul-Sep; 52(3): 313-20. 
27. Heath H 3rd, Hodgson SF, Kennedy MA. Primary 
hyperparathyroidism. Incidence, morbidity, and 
potential economic impact in a community. N Engl J 
Med. 1980 Jan 24; 302(4): 189-93. 
28. Heath H 3rd. Clinical spectrum of primary 
hyperparathyroidism: evolution with changes in 
medical practice and technology. J Bone Miner Res. 
1991; 6Suppl 2: S63-70; discussion S83-84. 
29. Rodgers SE, Hunter GJ, Hamberg LM, et al. 
Improved preoperative planning for directed 
parathyroidectomy with 4-dimensional computed 
tomography. Surgery 2006; 140: 932-40. 
30. Chiu B, Sturgeon C, Angelos P. What is the link 
between nonlocalizingsestamibi scans, multigland 
disease and persistent hypercalcemia? A study of 401 
consecutive patients undergoing parathyroidectomy. 
Surgery 2006; 140: 418-22. 
31. Yip L, Pryma DA, Yim JH, et al. Can a 
lightbulbsestamibi SPECT accurately predict single-
gland disease in sporadic primary 
hyperparathyroidism. World J Surg 2008; 32(5): 784-
92.
 
 
